. The left hand was pronated and the IOL released (Fig. lb) . The IOL became unstable and began inadvertently rotating anticlockwise because the folding forceps trapped the trailing haptic (Fig. lc) .
Removing the forceps from the eye generated an anticlockwise torque sufficient to flip the IOL (Fig. ld) . The leading haptic was now in the bag, pointing the wrong way, while the trailing haptic lay external to the corneal incision (Fig.le) .
C.K. PATEL, P.H. ROSEN Case 2
A silicone lens (AMO Phacoflex II SI-40NB) was folded by the assistant and handed to the surgeon. As the IOL was being inserted into the eye it was noted that it had been folded asymmetrically with the folding forceps too close to the edge of the IOL (Fig. 2a) . Before the hand could be pronated in the anterior chamber, the IOL had flipped explosively (Fig. 2b) .
Case 3
After uneventful surgery, an IOL introducing device, the Unfolder (AMO Phacoflex II, SoITip insertion system, Allergan), was used to inject an SI-40NB IOL into the capsular bag following viscoelastic injection into the anterior chamber.
Though the leading haptic initially pointed correctly to the left (Fig. 3a) , premature anticlockwise rotation of the handpiece, probably caused by poor visualisation due to an air bubble, resulted in a controlled IOL flip (Fig. 3b, c) . Fig. 1 . Case 1. IOL flip occurring when using folding forceps.
The second surgical option is to exchange the IOL. The disadvantage of this approach is that the wound may need to be enlarged or the IOL may need to be divided in situ before being removed from the eye. It is possible to re-fold the IOL in the anterior chamber and remove it, though this usually requires an additional paracentesis. 6
The third option, which in our opinion has the optimal risk-benefit ratio, is to flip the unfolded IOL back in situ. The anterior chamber is first deepened with
viscoelastic. An adhesive viscoelastic such as Viscoat is preferred for additional protection to the corneal endothelium. A clockwise torque is generated bi manually, either by two intraocular instruments or by one instrument inserted through the sideport and a forceps to manipulate the trailing haptic (Fig. 4a, b) . In this way the optic rotates safely without injuring the endothelium. The trailing haptic is then inserted in the normal way. To date the procedure has not been associated with posterior capsule rupture and is associated with the expected good visual outcome (Fig.4c) .
IOL flips can be prevented in the following ways:
1. The IOL could be folded at 90° to the haptic axis and the loops tucked into the folded optic. It can then be inserted into the bag in a one-step manoeuvre with a lower risk of a flip occurring. This can only be performed with flexible polypropylene loops that will not fracture when deformed. In the event that these preventive measures are unsuccessful one should remain calm in the knowledge that the malpositioned IOL can safely be flipped back without compromising in any way the end result of small-incision cataract surgery.
